INTRODUCTION
Classic bladder exstrophy is a rare congenital deformity, with an incidence that is estimated to be 3.3 per 100,000 infants born alive. 1 The ratio between cases in males and females is 1:1.5.
1-2 It is routinely diagnosed intrauterine during prenatal scans. This deformity is characterized by a lack of closing of the anterior bladder wall, absence of the infra-umbilical abdominal wall and pubic diastasis, with high rates of unfavorable evolution. [3] [4] These cases require precocious treatment because mortality rates reach 75% by fifteen years of age if not corrected surgically. 5 The approach for surgical correction in these cases is a complex and controversial process that can be divided into three categories: physiologic function, cosmetic appearance and physical image, and social and psychological adaptation. To restore physiologic function to the bladder, the vesical wall is closed surgically, and a bilateral iliac osteotomy is created. [6] [7] This surgery is followed by treatments that are meant to promote urinary continence, which are frequently comprised by the construction of urinary reservoirs and conduits for intermittent catheterization. [8] [9] [10] [11] [12] [13] To restore cosmetic appearance and physical image, several surgical techniques can be used. The approach must be individualized for each case according to existing deformities and the surgical procedures that the patient has already undergone. [14] [15] Some of the techniques that are used for this step include the following: neo-phalloplasty, lower rotation muscle flap from the rectus abdominis muscle for the filling of the pubic region, approximation of the labia majora with reconstruction of the cleft of Venus and correction of prior scars.
By describing the present case, we aim to suggest a new surgical approach, an abdominal dermolipectomy, for the correction of the cosmetic deformities after restoration of micturition.
CASE DESCRIPTION
A fourteen-year-old female patient was referred for correction of her abdominal deformity. The diagnosis of bladder exstrophy was made during routine prenatal scans, which were later confirmed at birth, and was located in the infra-umbilical region. At 22 days of life, she underwent a simple closing of the bladder and abdominal walls as well as a bilateral iliac osteotomy. Although the patient was meeting her psychological, neurological and motor developmental milestones, she presented with urinary incontinence. At six years of age, she underwent a urethral reconstruction with a neosphincter. She had partial success in the restoration of urinary continence, although it was gradually lost. By the age of 12, she was incontinent again, and the best option was a bladder augmentation with the Mitrofanoff technique and intermittent catheterization (carried out in three-hour intervals), along with physical therapy to restore continence.
With the beginning of adolescence, the scars and abdominal defect from the prior surgeries became complaints that were related to body image. During preoperative evaluation, the patient presented with a middle non-aesthetic scar in the hypogastric region, skin excess in the epigastric region provoking an incurvation above the catheterization conduit (located midline, 25 cm above the vulva) and notable separation of the labia majora. Considering the excess of skin in the epigastric region, the presence of an inferior aponeurosis (with no clinically obvious hernia) and the presence of the catheterization conduit midline, an abdominal dermolipectomy was suggested as the best therapeutic option, accompanied by the externalization of the conduit for catheterization by neo-umbilicoplasty (Figure 1 ). After the abdominal incision was placed in the transition between the hypogastric region and the pubis, extending laterally to the anterior superior iliac spines, the skin abdominal flap was detached at the suprafascial level onto the epigastrium. For the exteriorization of the bladder catheterization conduit, a half-moon-shaped opening in a transverse orientation was placed in the abdominal flap in the location corresponding to the neo-umbilicus. Such a maneuver was possible in the present case because the patient had the exteriorization of this conduit midline, approximately two centimeters below the adequate position for the umbilical scar. Through a delicate dissection of the borders of the urinary derivation, it was possible to move it 1.5 centimeters upwards, thus allowing its fixation with mononylon thread stitches in a more appropriate position by anchoring the skin abdominal flap to the aponeurosis around the stoma. After advancing the abdominal flap downward, the skin excess was removed. Finally, the layers of the abdominal wall were closed ( Figure  2 ). The post-operative evolution of the procedure was satisfactory, without any complications.
DISCUSSION
Patients with bladder exstrophy have multiple hospital admissions and require repeated surgical procedures and specialized care, including repeat catheterization, as part of their daily lives. This situation often makes patients introspective and dissatisfied with their physical image, which, in turn, makes it difficult for them to integrate psychologically and socially. With this case report, we aim to report the use of an established and optimized surgical technique for the correction of the abdominal walls of these patients, thereby improving their cosmetic appearance. 
